new medical graduates and 9,370 approved internships from which they may choose their place of training.* Obviously then, a former "sellers' (hospitals') market" has now become a "buyers' (interns') market" with the intern having a wide choice of hospitals in which to serve. It is understandable that the intern should choose for his period of postgraduate training either the university hospital where traditionally he may expect to receive good supervised training or the non-university hospital which has put considerable time, interest, thought, and effort into a carefully planned program of medical education for the house staff.
World War II, with its concentration of attention upon the medical and surgical specialties, gave additional impetus to specialization; and many young men who formerly had been in the general practice of medicine felt both the theoretical and economic urge to become trained in a specialty in the immediate postwar period. This was made considerably less difficult for them economically by the financial assistance which was provided for them by federal aid in the form of subsistence allowance and tuition. Thus, residency training programs have grown so rapidly that there are now more than 18,000 appointments annually; and, since the financial aid of Publc Law 346 (G.I. Bill of Rights) is now decreasing, more than 1,000 of these residencies are vacant at the present time. With the gradual decrease in demand for these specialty residencies and an increasing demand for general practice residencies, it is to be hoped that an excessive interest in specialization will be replaced by a normal and increasing interest on the part of medical student, intern, medical school, and hospital in the training of young men for the general, or family, practice of medicine, in which field 85 per cent of total medicine normally exists. This recent and more healthy trend, even though its impetus may be partly an economic one, must be encouraged by our medical schools and our teaching hospitals if it is to produce the greatest possible results. Much of the present deficiency in the quantity of medical care in rural areas can be corrected in this manner. If young men, following their postgraduate training in medicine, can be encouraged to settle in rural and semi-rural areas in groups of two or more, then we shall have further reason for optimism regarding the better distribution of medical care. In stimulating such a movement, both medical schools and teaching hospitals should remember that only by providing for the medical student or graduate a contact with good rural practitioners can such a well-balanced system hope to succeed. *J. Am. M. Ass., 1950 , 142, 1145 Only those who have had an opportunity to know and appreciate the joys and rewards of rural or semi-rural medical practice can be expected so to choose their professional location. Salaries Before World War II the problem of salaries of interns was not a difficult one since it was generally and traditionally believed that the salary, other than maintenance, was likely to be in inverse proportion to the educational and training value of the internship. The increased competition by the hospitals for available interns, however, has changed this picture. Army, Navy, United States Public Health Service, Federal Security Agency, and Veterans Administration hospitals all offer salaries far in excess of those which can be offered by most university hospitals or by the large group of non-profit community hospitals. This has been considered by many as a decidedly unfair practice, since the same taxpayers are, by added taxes, paying attractively high salaries for interns and residents in government controlled hospitals while the average citizen's own community hospital goes begging for interns whose salary, if provided at all, can only be provided by increasing the cost of hospital care to a still higher level. A compromise in the above discrepancv should be reached. Educational program In former years medical graduates were advised by their medical school to scrutinize closely the post-mortem percentage of the hospital they were considering for an internship. This is still important and good advice, but now these young men are also warned to look for and inspect carefully the educational and training program of the hospital in which they are interested. The educational program cannot be an irregular, disorganized happenstance. To meet modern demands, it must be a well-organized, seriously thought out, and supervised program designed to meet the needs of the intern and resident in supervision and training. It should contain all of the elements subsequently discussed if it is financially possible for the hospital to sponsor such a plan. Pathology The pathology department and its staff play an extremely important part in any house staff teaching program. Formerly the American Medical Association's minimum post-mortem requirement for a hospital was 15 per cent of all deaths. This has been raised to 20 per cent and there is a rather general feeling that it should be raised still higher, since approximately 20 per cent of necropsies are likely to be requested by the relatives of the deceased patient in these medically more enlightened times.
Living quarters
In most non-university hospitals the pathologist is also in charge of the clinical pathology laboratory and, therefore, has an excellent opportunity to instruct and guide the effective development of the young physician. It is quite helpful to all concerned if the pathologist can find time to attend ward rounds occasionally so that he may guide the more efficient use of the laboratory and so that he also may learn on the wards the manner in which the laboratory may be falling short of its goal. It is often quite surprising how an excessive volume of clinical laboratory work decreases if either the pathologist or the attending physician will ask why a particular test or group of tests was performed and what was expected to be learned from the tests.
Clinical pathological conferences These conferences, in which the clinician and the pathologist combine their forces to present both the pre-mortem and post-mortem findings, are invaluable methods of teaching. This panoramic view of the patient's course provides an opportunity to view both diagnostic and therapeutic errors and triumphs alike and gives the young postgraduate student an excellent stimulus toward better medical achievement. These conferences should be held at least once each month.
Death retvew
If the death review is conducted properly, it should provide an extremely valuable teaching device. Large hospitals may find it necessary to have departmental death reviews so that this work may be done with greater efficiency. It is most important that free and open discussion of errors by both the attending staff and the house staff be encouraged if these reviews are to have their full teaching value. These sessions should be held at least once each month and should not be combined with or follow the business meeting of the department or hospital staff. If the death review is combined with the business meeting, the death review almost invariably suffers from the standpoint of time allotted, interest, and teaching value.
X-ray It is essential that a good x-ray service be available to the hospital if it is to provide adequate house staff training. It is true that many more x-ray films are taken in teaching than in non-teaching hospitals. However, when the number of such films becomes excessive, it usually can be controlled or improved by either the attending physician or the roentgenologist, or preferably both, asking the young postgraduate student, first, the purpose of each and every examination and, second, whether the x-ray film was truly necessary in the diagnosis or treatment of the patient. It also is very important that the roentgenologist be easily available for consultation. If time and the size of the x-ray staff permits, there is great value in having a member of the x-ray department attend all formal teaching sessions.
Medical library
The importance of the medical library to the postgraduate program of the hospital cannot be overestimated. It is essential not only to have a medical library, but also essential that this library be located where it will be quickly and easily accessible so that members of the house staff and attending staff alike may quickly look up a point in diagnosis or therapy or may read a current medical article in a few minutes which otherwise might be wasted because of time-consuming inaccessibility of the library. The medical library of the non-university hospital should contain up-to-date textbooks for quick reference. Out-of-date textbooks, which have no modern value and which are too recent to have even antique value, should not be given shelf space. Systems of medicine or surgery are usually so far out of date that we consider them no longer essential to a medical library. A medical library in a non-university hospital should place great emphasis upon its current medical journals. The library should not be judged by the total number of medical journals available, many of which might be used rarely or never, but should be judged by the qualitative selection of journals which will be used. Thus forty to sixty journals may be all that will be necessary for the individual library, and a lending system usually can be arranged with a larger and more complete medical library in the area.
It is essential that a medical library be supervised, perferably by a medical librarian, or at least by one who has had some library training. Before we carried out this plan, textbooks and current journals frequently were missing from the library. This has been corrected by the presence of a full-time librarian. Books or journals may be loaned from the library overnight but, unless the library possesses duplicate copies, these should be returned the following morning. Only a few medical libraries can afford the twenty-four-hour coverage necessary to remain open constantly but it may be possible to have the library open from 8 or 9 a.m. until 9 or 11 p.m. with proper auxiliary coverage. The medical stacks also should be under the constant supervision of the librarian since, generally, it has been found that the "honor system" is not effective in maintaining a good medical library.
Medical records
The hospital must maintain an adequate medical records system if the patients' records, past and present, are to have any value in the training of the house staff. The medical records librarian and the medical records committee of the professional staff must be given adequate executive authority to carry out the hospital's rules and regulations concerning the preparation, filing, and review of medical records if good results are expected. Cross-indexing is essential if medical records are to be meaningful for clinical research and it is important to adhere to the use of the Standard Nomenclature of Disease and Operations.
Ward rounds
Ward rounds in a hospital, traditionally, have been synonymous with teaching rounds, but in many hospitals ward rounds have degenerated into a race against time with the attending physician wearing the proverbial track shoes so that he can cover the territory in the least possible period of time. The attending physician must give adequate time to ward rounds so that he may advise and guide the intern or resident not only in diagnosis and therapy, but also in the day-to-day progress of the patient's disease and treatment. Too often in the past, ward rounds have been assigned only to specialists in the various branches of medicine and surgery, thereby overlooking the inspiration and value which may be brought to the young 6)28 postgraduate medical student by carefully selected general practitioners (family doctors) in this work. Greater numbers of men will be attracted to the general practice of medicine if this is done in both university and non-university hospitals.
Formal lectures or clinics
It is well to have a carefully organized plan wherein as large a number as possible of both house staff and attending staff participate; but it is also important, at monthly or weekly intervals, to have a stimulating speaker from a medical school or from another medical center. This speaker may be chosen for his ability to present a stimulating subject, or he may present a new phase of medicine or may describe some recent investigative problem or may even talk about some phase of the much neglected "art of medicine. Occasionally it is well to encourage a younger member of the hospital attending staff or an unusually able member of the house staff to present the material of his study before a formal clinic.
Informal clinics and case presentation These sessions should be pointed toward giving the intern and/or resident an opportunity to present cases and topics so that he may be encouraged to think while on his feet. There is no doubt that this opportunity for the house staff to "learn by doing" has great value. It is recognized widely in educational circles that the one who gains most from teaching others is the teacher himself. Such a supervised plan, with members of the attending staff present to give constructive criticism, constitutes one of the greatest strengths of a teaching program. It is a great joy to watch the progress of an embarrassed, hesitant intern from his first case presentation to the smooth, well-organized presentation of a few months later when he has been encouraged to "learn by doing." In general it can be said that bedside teaching and case presentation form the backbone of any effective teaching program.
Medical motion pictures During the past decade medical motion pictures have become increasingly important supplements to medical education. These are now obtainable with very little effort and with little or no expense from the American Medical Association, the American College of Surgeons, from individual physicians, and from many of the pharmaceutical houses. Visual methods have always been more totally effective than auditory methods and in the modern medical motion pictures with sound and color together we have an ideal teaching combination. Television already has been added to teaching methods and undoubtedly it will not be long until it also will become a frequent and important supplementary method in medical teaching. How superior to the old system whereby one was supposed to be able to observe (and perhaps learn) something about surgical technic from the inaccessibly remote operating room gallery! The hospital bulletin The hospital medical bulletin or journal has great importance in encouraging the intern or resident to write case reports, medical reviews, and clinical studies. The hospital bulletin should not be looked upon as a contribution to the already over-voluminous medical literature, but should provide a place where the young postgraduate student can publish his early attacks of "pruritis scribendi." The training and inspiration which this provides is helpful in building future ease and self-confidence with medical literature, as well as a greater critical appreciation of the writings of others.
Journal club
The alert staff of many hospitals has its journal club and it often is helpful for the house staff to have its own organization of this sort for the purpose of reviewing and discussing the current medical literature. The house staff journal club should be for, of, and by the intern and resident staff if it is to succeed. All too frequently a member of the hospital attending staff, who is the adviser, takes over the discussion to the point that the journal club loses its inspirational value for the house staff. Large hospitals may find it necessary to have departmental journal clubs if there are many members in each hospital department. The occasional use of medical motion pictures or a speaker, chosen entirely by the members of the house staff journal club, may provide additional interest to the program.
Teaching by the hospital resident staff It was previously stated that the person who prepares material for presentation and for teaching actually benefits more than those he is attempting to teach. The hospital resident staff, under the constant stimulus of questions asked by the intern staff, benefits greatly. They in turn pass on to the intern staff many usable and helpful points in diagnosis and therapy which might be overlooked by an older attending staff who are likely to assume that these simple but important bits of information are already known to the intern staff. The gap between intern and resident is so slight that interns are likely to ask questions more freely of the resident staff without fear of embarrassment regarding some point which they perhaps might be expected to know already.
Material for house staff training It has been accepted traditionally in medicine that ward, or service, patients shall be the material for house staff training. The quality of care afforded these patients has generally been of a very high order since they have the energetic enthusiasm of youth as well as the valuable experience of the attending physician at their disposal. The number of ward, or service, patients, however, has been gradually diminishing during the past decade, as ever greater numbers of patients come under Blue Cross, Blue Shield, and other health insurance plans. It is inevitable, then, that patients of the semi-private and private grouping in hospitals must provide the material for the training of intern and resident staffs in the future. This, obviously, must be done under the constant and careful supervision of the attending staff. It has been our experience that all patients appreciate the greater interest and attention of several physicians in their problems of diagnosis and treatment. There is also no reason why a resident surgeon, after a reasonable period of training, should not be given the position on the right side of the operating table, so long as his attending surgeon takes over the left side of the operating table as his supervising assistant. Certainly an adequate supply of general surgeons and surgical subspecialists cannot be trained without the general adoption of this plan in university as well as non-university teaching hospitals.
Types of house staff training
There is a considerable difference of opinion regarding the "best" method of house staff training.
I. Plan One This plan provides much didactic teaching for the members of the house staff. The resident may spend several to many years as second assistant at operations and as the "lowest man on the totem pole" may succeed in seeing or learning very little. Periods of specialty training extending from five to ten years are not unusual in this system.
II. Plan Two
This plan of throwing the young medical graduate into work entirely in the "on your own" system without adequate, or at times without any, supervision is dangerous for the patient and provides none of the supervision which is so essential to the proper training of the medical graduate.
In our opinion both of the above systems are to be condemned.
III. Plan Three
This plan combines the best features of I and II so that the intern and resident have the opportunity to "learn by doing" but are under adequate supervision by the attending staff at all times. We feel that a minimum of didactic teaching at this level, with the house staff actively participating in case presentations, clinics, and medical discussions is likely to produce a more alert physician whose first thought is the welfare of his patient.
Intern or houise staff committee
The intern or house staff committee in many hospitals is composed of the chiefs of the various hospital services or departments. This, ideally, might be effective, but, all too frequently, the chief of a service may be both too tired and too busy to give this important job the time and effort which it deserves. It has been our plan to try to find the member, or members, of each major department who were enthusiastic about and interested in the problems of the house staff and its training. These men frequently are found in the younger and middle age groups and should be appointed on the basis of their interest and ability, so that the problems of medical education and training will be taken seriously. At the resident level it is usually wise to have each department take care of the problems of selection, supervision, and training of the residents within their own specialty.
Director of medical education
The director of medical education may be the chairman of the intern or house staff committee or a member of this group; he may be the pathologist, and the pathologist is often the ideal man for this position; he may be the radiologist if he has adequate time and interest; he may be a retired, respected member of the staff if he has maintained youthful interest and enthusiasm for this work; or he may be the newly graduated resident if he has the vision, interest, and ability to carry on this type of work.
A few of the larger non-university teaching hospitals are appointing full-time men whose task is the supervision and coordination of the various departmental activities into an overall educational program. Our hospital has had this plan since 1947. Several smaller hospitals within reasonable proximity of each other may secure, among them, the services of a director of medical education who will spend part time in each hospital. Such a plan was advocated in considerable detail in our study of medical training programs in the State of Connecticut in 1944.* It is conceivable that the programs of three or four smaller adjacent hospitals might be coordinated * Connecticut M. J., 1945, 9, 131. by one director of education who could spend part of his time in each of the member hospitals of the group.
Too often in the past it has been theorized that a medical education program aimed at the house staff level would have no interest for, or attention from, the hospital attending staff or from the physicians in the hospital area. This has been proved not to be the case, since the majority of the clinics listed in the Hartford Hospital Medical Education Program (Table 1) are attended by house staff, attending staff, courtesy staff, and by many general practitioners located within 25 to 50 miles of this hospital. It has been estimated that if a physician of this hospital area faithfully attends the various noon clinics held here, he will have, at the end of one year, the equivalent of more than one month's postgraduate course. If, because of the pressure of his work, he cannot attend the noon clinics but can attend the clinics of the Saturday morning program, he will have, by the end of one year, the equivalent of almost one month of postgraduate medical refresher work. All this without spending a prolonged period of time away from his practice and without any cost to him except the time involved in attendance at the clinics!
Conclusion
The two-way system of intern and resident training in non-university hospitals has come to stay. The time is past when non-university hospitals can hope to succeed in either finding or keeping a house staff in return for the very doubtful privilege of allowing the house staff to perform only the menial tasks commonly known as the "scut work." We must build and adequately maintain our house staff medical education and training programs if we wish to have a house staff at all.
By maintaining a good postgraduate program and offering it to all interested physicians in the area, the hospital can efficiently, painlessly, and with great certainty, improve the quality of medical care for its community. 
